Introduction
With the dramatic rise in preinvasive disease of the cervix in young women in recent years-there has been a need to increase greatly the provision of colposcopy in the United Kingdom. This has resulted in many more colposcopists, ever increasing numbers of patients at their clinics, and difficulty in preventing lengthening waiting times.
The impression that cytology frequently underestimates the degree of cervical abnormality has been the subject of two recent reports from Gateshead' and Dundee.2 These studies suggest that ideally colposcopy should be available to many women whose smears hitherto were reported as showing atypical features calling for a repeat smear. Such a policy would substantially increase the burden on colposcopy services, which in many places are already overstretched.
In order to provide quicker access to colposcopy for patients attending the family planning centre and at the same time reduce the number of patients referred for diagnostic colposcopy at the Western Infirmary a colposcopy clinic was set up at the Glasgow Family Planning Centre. This is a large clinic which formerly referred patients with abnormal smears for colposcopy at the Western Infirmary.
The initial policy was to offer colposcopy to all women whose smears indicated the need either for colposcopy or for a repeat smear. In this way it was hoped to evaluate prospectively the failure to detect cervical intraepithelial neoplasia on repeat smears and the additional workload if colposcopy were to replace repeated cytology.
Methods and patients
The trainee colposcopist initially attended the colposcopy clinic at the Western Infirmary for several teaching sessions using video equipment as well as the colposcope. The new clinic, which began in January 1986, was run by HCK and training was on a one to one basis. Equipment was installed at a cost of£5000, provided from charitable funds. Smears and punch biopsy samples were examined in the pathology department at the hospital.
Correspondence and administration were handled in the family planning centre, but patients requiring either laser treatment or cone biopsy received this at the Western Infirmary. The new colposcopy clinic developed its own separate case sheet with a standard form.
The clinic was held fortnightly, and initially only six new patients were allocated to each clinic in order to allow time for teaching. We anticipated that as patients returned for follow up total numbers would at least double, and this proved to be the case by the end of one year. Cytological and histological reports were always reviewed with the colposcopy forms by both the trainee and the supervisor. After six months the trainee ran a few clinics without problems and during the second half of the year attended a basic colposcopy course, which is designed to complement practical knowledge already gained. We now consider that the trainee is competent in basic colposcopy.
All patients at the family planning centre but domiciled in the hospital's catchment area whose smears showed any degree of abnormality were offered colposcopy. In the first year 162 women were examined. Our cytology laboratory reports smears as "normal," "suspicious," or "positive." After a repeat smear colposcopy was performed in standard fashion. Acetic acid 5% was applied to the cervix and one or more directed punch biopsy specimens taken by using Leech-Wilkinson forceps. After treatment for cervical intraepithelial neoplasia patients were reviewed at four and 12 months by cytology and colposcopy to exclude residual and recurrent disease.
Results
During the first 12 months 162 women had colposcopy because of an abnormal smear. Seven women with a clinically suspicious cervix and normal smears were excluded from the study; all were normal on colposcopy.
Of the 162 women studied, 58 (36%) had smears reported as suspicious with a recommendation for colposcopy, 55 (34%) had smears showing only mild dyskaryosis for which a repeat smear was recommended, and the remaining 49 (30%) had smears with no dyskaryosis but atypical features with inflammatory or viral change for which the cytologist had also recommended a repeat smear. Table I opportunity to investigate the prevalence of cervical intraepithelial neoplasia in women with atypical and mildly dyskaryotic smears. The recent retrospective reports on this subject'2 may not reflect the current situation accurately because of the accelerating prevalence of wart virus infection in the past three or four years. The prospective nature of the study avoided problems ofselection, apart from the age range being limited to that relevant to a family planning chlnic.
The different terminology and grading systems used for cytological assessment in various parts of the United Kingdom make it difficult to compare published results. Uniformity of nomenclature is required. 3 Our study disclosed a 25% incidence of grade II or III cervical intraepithelial neoplasia in women with mildly dyskaryotic smears, indicating that referral to colposcopy and not a repeat smear is the proper recommendation; indeed, a subsequent normal smear would have been falsely reassuring in 31% (4/13) of these cases. Even the non-dyskaryotic atypical smears produced a 10% incidence of cervical intraepithelial neoplasia grade II or III, and though referral for colposcopy for all these women would be the ideal, it is probably not feasible given current-resources. The figures from Gateshead' and Dundee2 are even more worrying, with an incidence of49% and 69% respectively for mildly dyskaryotic smears, compared with 37% and 29% for atypical smears. There may have been selection for a degree of greater cytological abnormality in these retrospective studies because the patients were actually referred for colposcopy. Though colposcopy cannot be regarded as a screening procedure, clearly cytology does not predict with great specificity or sensitivity the need for colposcopy. Increasing the number of colposcopy clinics appears to be necessary. Some might argue that this should be restricted within specialist gynaecological practice, but we think that provided that there are close working links with the hospital centre large referring clinics can establish a successful colposcopy service.
Apart from providing more rapid access to colposcopy for patients who have abnormal smears many patients favour having the procedure at their own clinic as opposed to hospital. We plan to link the family planning centre colposcopy clinic by computer in order to be able to access all the relevant information to the computer in the Western Infirmary. Our experience leads us to agree with Soutter et all that any degree of dyskaryosis merits colposcopy. Furthermore, a non-dyskaryotic, atypical smear requires either colposcopy or two follow up smears within one year if false negative results are to be minimised; these occurred in seven of the 60 cases (11 7%) with a single repeat smear in our series. This policy will result in increased referral for diagnostic colposcopy, and the establishment of this kind of clinic may help absorb the extra workload.
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